ADDRESS FOR CORRESPONDENCE
As the stadium for the 2012 Olympics rises brick by shining brick against the London skyline, the apparatus for revalidation of doctors in the UK is currently being constructed to a similar timetable (although tellingly, no date has been set for its opening ceremony). 1 Revalidation's goals appear to be threefold: restore public trust in the medical profession; support professional development in all doctors; and weed out the bad apples. [2] [3] [4] Many have pointed out that these goals may conflict (for example, professional development is a formative and supportive process, while dealing with unacceptably poor practice must surely be summative and judgemental) and that the evidence base linking the proposed input (5-yearly assessment of a portfolio) with the desired outcome (better, safer care for patients) is all but absent. [5] [6] [7] [8] 
SPARSE EVIDENCE BASE
The research literature on revalidation is indeed sparse. For example, a single randomised trial in 66 Scottish GPs compared a light-touch, 'criterion-based' model with a more comprehensive, 'educational outcome' model; there were no differences in what was recorded in the portfolios or in self-reported changes in practice, but participants preferred the former model. 9 In this study of volunteers, 20% of doctors did not hand in their portfolio and impact on patient care was not measured. Professional certification status in the US has been depicted as having led to improvements in quality of care, but online responses pointed out that association in an uncontrolled study does not prove causation. 10 We could find only one paper which applied an explicit theoretical model of professional practice to revalidation: 6 years ago, Paul Thomas 7 Thomas considered this crucial questionasking at three levels: individual (Schon's 'reflective practitioner'), organisational (Senge's 'learning organisation') and system (Lave and Wenger's 'community of practice'). He concluded that individual revalidation, however well implemented, was only one component of a process which should also include organisational and system assessments.
AN UNEASY PROFESSION
In The Doctor's Dilemma, George Bernard Shaw reminded us that 'All professions are a conspiracy against the laity'. Perhaps in acknowledgement of their undeniable conflict of interest, doctors' official opposition to revalidation has been muted. But anecdotally, and in the relative safety of the online blog or letter to the 'GP freebies', doctors are predicting that revalidation will be an inefficient, deprofessionalising, and overly bureaucratic process which for those approaching retirement age will not be worth the candle. Once it becomes compulsory, they say, they will not carry on.
Tim van Zwanenberg perceptively questioned whether revalidation would be sufficiently 'sensitive (identify poor performance), specific (identify educational needs), valid (reflect actual clinical practice), or reliable (behave consistently across cohorts of doctors)'. 2 Important though these attributes of revalidation as a process are, there are some even more fundamental, extra-individual questions about revalidation as a policy. Where did it come from? What is its ideological basis? Whose interests will it serve? What power shifts are implicated in its introduction? What language is used in the policy and what does this symbolise? How, for example, is 'good professional practice' defined and framed? What is not talked about and why? arena can be thought of as a 'primeval soup' of ideas and possibilities from which fully-formed policies may emerge if and when particular alignments of interests and priorities come together. 11 Revalidation as an idea has been around for years, but the origins of the current proposals can be traced back to Dame Janet Smith's Shipman Inquiry, which warned that the cosy measures originally put forward by the General Medical Council (GMC) were inadequate to protect the public from the perils of unscrupulous doctors. 12 Revalidation, she suggested, was not fit for purpose, and its responsibility needed to be taken away from the GMC and handed over to the clinical governance structures of a primary care organisation. Better 'evidence' was needed of doctors' fitness to practice, as was the involvement of lay people.
A COMPLEX PROVENANCE
The part-finished assemblage of standards, documentation, systems, and procedures that will go live from 2012 has been put together by government, the GMC (referred to as 'the regulator'), 
TOOLKIT PROFESSIONALISM
The essential component for revalidation will be a review of a file of documents (Box 1). These will be compared against standards and expectations, both for formative assessment and as a screening mechanism to identify possiblyunderperforming individuals who will be required to undergo further checks. The underlying process is thus a technical and bureaucratic one. Various 'tools' have been produced to help achieve it (see, for example, https://gpeportfolio.rcgp.org.uk and https://www.revalidationplus.co.uk). The robustness of this model is (allegedly) assured through its rigorous, standardised and comprehensive methodology.
Rationalism has strong rhetorical appeal, especially when lives are at stake. Anything less than a thorough and systematic checkup on every doctor every few years, to agreed 'evidence-based' standards, seems half-hearted and unprofessional. But doctors are right to feel uneasy. As Simon Cohn argued recently in relation to 'rational' arguments for banning flowers from hospital wards: Rationalism's colonisation of medical practice does not stop with the flowers. Notwithstanding attempts by the BMA and Royal Colleges to introduce 'holistic' principles, the proposed revalidation procedures elbow out a number of aspects of professional practice that many doctors (and, importantly, patients) hold dear. Revalidation policy aligns with an ideological position, which Steve Harrison has dubbed 'scientific-bureaucratic medicine', characterised by three things: decisionmaking based on rules about what ought to be done in particular circumstances (hence 'best practice' is defined increasingly in terms of following 'if … then' algorithms); a rise in managerialism over professionalism; and trust redefined in terms of reliability of systems and procedures instead of the virtues of the doctor.
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PRAXIS DOWNGRADED?
What does a 'rational' (technical, managerial) assessment of fitness to practice omit that a more professionally-oriented one would include? Aristotle distinguished three essential forms of knowledge: theoretical (epistēmē), technical (technē) and practical (praxis), 15 to which Kemmis and Smith, drawing on the work of educationalists like Paulo Freire, added a fourth: criticalemancipatory. 16 The doctor who runs a well baby clinic, for example, must be up-to-date in the evidence base on which immunisations should be offered to which children (theoretical knowledge); competent in administering the immunisations (technical or craft knowledge); able to make judgements about whether this infant with this cluster of mild, non-specific symptoms should be immunised on the same day or asked to return the following week (practice knowledge); and alert and proactive about the social determinants which explain why parents from certain socioeconomic and cultural groups are less likely to bring their infants to the clinic (critical-emancipatory knowledge). 
ADDRESS FOR CORRESPONDENCE
diffuse accumulation of, and reflection on, professional experience. While we acknowledge genuine efforts to place reflection at the heart of appraisal and revalidation, much of the advice and guidance reflects a prevailing assumption that the more approved facts which are consumed and actioned, the better the doctor's practice will become. As a recent guidance document from the RCGP put it: The learner in the above quote comes dangerously close to being an empty bucket into which facts are placed which produce changed behaviour and therefore patient outcomes. But all the CPD credits in the world will not equip the learner with the practical common sense which Aristotle called phronēsis. In medicine, and especially in general practice, it is not rule-based decisions that are needed most of the time so much as contextualised judgements. 18 Praxis is at the heart of professional training and CPD. 19 Perhaps praxis will be adequately captured in such things as 'multi-source feedback from colleagues' or 'significant event audits', or 'self-reflective templates' -but perhaps it won't. If medicine is considered as a social practice, we believe that far more attention needs to be paid to how individual doctors' understandings, values, and capacity to make judgements are collectively and discursively shaped through communication (verbal and written, formal and informal) within the profession. 20 Kemmis and Grootenboer have coined the term 'practice architectures' to describe the shared conceptual frameworks and ways of seeing within a profession, which: 
A RESEARCH IMPERATIVE
As the engineers of the revalidation machinery continue their mission to replace the language of professionalism with the language of managerialism, there is a danger that 'fitness to practice' will come to mean something subtly different, and the praxis elements of good doctoring will slip farther from the regulatory gaze. 20, 21 If we cannot stop this happening, we should at least be entering a dialogue on how we might study the unanticipated harms of this well-intentioned policy.
